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om no. 0938-0193 


State/Territory: rhode ISLAND 


The followin6 ambulatory services areprovided. 

A s  indicated on attached pages 

"Description provided on attachment. 

13,Including p r i o r  authorization requirement as specified in pages 14 and 15 

TN NO. 86-17 of t h i s  attachment 
supercedes Approval Date 10/1/86Date 4 o ii)87 Effective 

L YTM no. 82-7 
HCFA I D :  0140P/0102A 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-B 

1. 

2.a. 

b. 

C. 


3. 

4.a. 

b. 

C. 

AUGUST 1991 Page 2 
OMB No.: 0938-

Statememitory RHODE island 

AMOUNT, DURATION. AND SCOPE OF SERVICES PROVIDED 
medically NEEDY GROUP(S): aged  Blind, Disabled and AFDC-Related 

Inpatient hospital services other than those provided in an institution for mental diseases. 

[X] Provided: [ ] No limitations M With limitations 

Outpatient hospital services, 

Provided: [ ] No limitations Ix] With limitations 

Rural health clinic services and other ambulatory services furnished by a rural health clinic (which 
are otherwise covered under the plan). 

M Provided: [ ] No limitations M With limitations 

Federally qualified health center (FQHC) services and other ambulatory services that are covered 
under the plan and furnished by an FQHC in accordance with section 4231 of the State Medicaid 
Manual (HCFA-Pub. 45-4). 

[x] Provided [ ] No limitations M With limitations 

Other laboratory and x-ray services. 

[x] Provided: [ ] No limitations [x] With limitations 

Nursing facility services (other than services in an institution for mental diseases) for individuals 21 
years of age or older. 

M Provided [ ] No limitations M With limitations 

Early and periodic screening, diagnostic and treatmentservices for individuals under 21 years of age, 
and treatment of conditions found. * 

M Provided 

Family planning services and supplies for individuals of childbearing age. 

M Provided: [ ] No limitations M With limitations * 

* 	 Description provided on attachment, including the prior authorization requirements as specified on pages
9b, 10, and 11. 

No. 92-02 D E C  9 ; : . : 

supersedes Approval Date Effective Date 

TN No.90-15 HCFAID: 7986E 




Revision:
HCFA-PM-91- L (BPD) ATTACHMENT 3.1-B 
august 1 g g  1 Page 2a 

OMB NO. 0938-

State/Territory: RHODE ISLAND 


AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 

MEDICALLY NEEDY GROUP(S):A4edt Blind, disabled and AFDC-related 


5.a.Physicians' services, whether furnished in the office, the 
patient's hospital, a nursinga
home, facility, O K  

elsewhere. 


LyTProvided: /?No limitations LTWith limitations+ 


b.medical and surgical services furnishedby a dentist (In
accordance with section 1905(a)(S)(B) of the Act). 

/X/Provided: /7No limitations LTWith limitations+ 

*Description provided on attachment. 

3TN No. 92-02 jji., w  9 G Y L 
Supersede8 Approval Date Effective Date -7/1/92

TN No. 93-15 


HCFA ID: 7986E 




Revision: HCFA-PH-86-20 (BgRC) F f f? 7 
\ 

; attachment 3.1-B 
%SEPTEMBER 1986 .? ' d I. ,' : 	 Page 3 

OMB NO. 0938-0193 

State/Territory: RHODE ISLAND 


amount DURATION MID scope OF SERVICES PROVIDED 
MEDICALLY NEEDYGROUP(S): Aged, B l i n d ,D i s a b l e d  and AFDC related 

6 .  	 Medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitioners within tho scopeof their 
practice as defined by State law. 

a. 	 Podiatrists' services 
- ­-/r Provided: L/ No limitations -/ With limitations* 

b. Optometrists' Services 

- -

Provided: L/ No limitations a/ With limitations* 
C. 	 Chiropractors' Services 

- ­
-// Provided: r /  No limitations -/ / With limitations* 

d. 	 Other Practitioners' Services 
- ­- Provided: r /  No / / With limitations*limitations ­

7 .  Home Health Services 

a. 	 Intermittent or part-time nursing service provided by a homehealth 

agency or by a registered nurse when no homehealth agency exists in 

the area. 


-
Provided: L/ No limitations /x/ Withlimitations* 


b. Home health aide servicesprovided by a home health agency. 

- ­& Provided: r /  No limitations /x/ Withlimitations* 


C .  	 medical supplies, equipment,and appliances suitablefor use in the 
home. 

- ­&T Provided: // No limitations /x/ With limitations* 

6. 	 Physical therapy, occupational therapy, or speech pathologyand 

audiology services provided by a home health
agency or medical 

rehabilitation facility.


-
1 5  Provided: L/ lo limitations /x/ With limitations*-

*Description provided on attachment. 
as specified in pages 13, 14Including prior authorization requirements 

TIJ YO. 86-17 and 15 of thisAttachment 

Supersedes Approval Date f! 1987 Effective Date 10/1/86 

TI lo. 8 3 - 7  


HCFA ID: 014OP/OlOU 
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OMB NO.:0938-0193 

State/Territory: ISLAND 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLYNEEDYGROUP(S):Aped,Blind,Disabled and AFDC related 

8. 

9. 

10. 

11. 

12. 

* 

Private duty nursing services. 

1 Provided: ( 1 No limitations ( I limitations*With 

Clinic services. 

With( X Provided: I I No limitations I X 1 limitations* 

Dental services. 

WithX I Provided: I I No limitations X 1 limitations* 

Physical therapy and related services. 

a. 	 Physical therapy. 

I With1 Provided: 1 No limitations ( limitations* 

b. 	 Occupational therapy. 

1 Provided: I 1 No limitations limitations*1 With 

c. 	 Services for individuals withspeech, hearing, and language disorders provided 
by or under supervision of a speech pathologist or audiologist. 

With[ 1 Provided: I 1 No limitations 1limitations* 

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist. 

a. 	 Prescribed drugs. 

WithX 1 Provided: ( 1 No limitations ( X I limitations* 

b. 	 Dentures 

WithIX 1 Provided: I I No limitations IX 1 limitations* 

Description provided on attachment. 

Includingpriorauthorization requirementsasspecifiedinpages 13, 14, and 15 of this 

Attachment. 


94-024TN No. u~ j '  ij 1994 
SupersedesEffective Date Approval 7/1/94Date 
TN No. 86-17 ID:0140P/0102A HCFA 



s t a t e / t e r r i t o r y  RHODE ISLAND 

amount duration and scope 01 services provided 
medically needy group(s):Aged Blind, Disabled and AFDC related 

C .  Pros tho t i c  dev ices  --1v provided L/ Bo l imi ta t ions  Lz With l i m i t a t i o n s  

4. - ­
-I /  Provided: L/ lo l imi ta t ion#  / I  with l i m i t a t i o n s  

13. 	 Other d i a g n o s t i c  s c r e e n i n g  p r e v e n t i v e  urd r e h a b i l i t a t i v e  services 
i . r . *  otherthanthoroprovided elsewhere i n  t h i s  p l an .  

8. 

b. 


C .  preventive services -
1 7  provided-

d. r e h a b i l i t a t i v e  

-/ x /  Provided: 

1 4 .  

8 .  

-/w Provided: 

L/ l o  l imi ta t ions  

services -
L/ no l i m i t a t i o n s  

-
L/ Bo l imi t a t ions  

-L/ With l i m i t a t i o n s  

/v With l imi t a t ions*  

-/w With l imi ta t ions*  

@ With l imi ta t ion#* 

15 
nt YO. 87-OJA of th is  Attachment 
Superredorapproval Date 8 MAY 1987 e f fec t ive  Dab 1 JAN 1987 

Mo. 86-17 

b. Ski l l ed  nu r s ing  f ac i l i t y  services --mitations Provided: L/ l o  limitations 
*Doscription provided on a t tachant .  

I n c l u d i n g  prior authorization requirementas specified in pages 13, 14 and 

hcfa I D :  014OP/OlOU 



b. 	 including such services in 8 public institution (or d i s t i n c t  p u t
thoroot) for t h e  mentally retarded o r  persons with related condi t ions  

11. 	 i npa t i en t  p sych ia t r i c  f ac i l i t y  ranticor for individual# under 22 y o u r  
of age 

17. 


18. 

MIA ID:  0140?/0102A 



Revision: 	 HCFA-PM-94-7 (MB) 
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ATTACHMENT 3 . 1 - B  
Page 7 

State/Terri tory: RHODE ISLAND 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S) : AGED, BLIND I DISABLED ANDAFDC-RELATED 

19. Case management services  and tuberculosisrelatedservice6 

a.case management servicesae def ined in ,  and t o  t h e  groupspecifiedin,
Supplement 1 t o  ATTACHMENT 3.1-A ( i n  accordance w i t h  section 1905(a)(19) 
or section 1915(g) of t h e  A c t ) .  

2 Provided; -x- With l i m i t a t i o n s  

- Not provided. 
b. 	 Specialtuberculosis (TB) re la tedservices  under sec t ion1902(z) (2) (F)  of 

t h e  A c t .  

X
_. Provided: With l imitations* 

- Not provided. 

20. Extended servicesforpregnant women. 

a. 	 Pregnancy-relatedandpostpartumservicesfor a 60-day pe r ioda f t e r  t h e  
pregnancyends and f o r  any remainingday8 i n  t h e  month i n  which the 60th 
day falls .

+ 
+++ 

++ 
-x Provided: - Additionalcoverage 

b. 	 Servicesfor  any other  medical condi t ionstha t  may
complicate

+
pregnancy. 

- Provided: - Additionalcoverage -x Not provided. 

21 .  Ce r t i f i ed  pediatric orfami lynurseprac t i t ioners 'se rv ices  

X-x Provided: - No l imi ta t ions  - With l i m i t a t i o n s  

- Not provided. 

+ Attachedis a l i s t  of major categories  of serv ices  (e.g.? i npa t i en t
hospi ta l ,physician etc.) and l imi ta t ions  on them, i f  any, t h a ta r e  
available as pregnancy-related services or services for any o the r  medical 
condition t h a t  may complicate pregnancy. 

++ 	 Attached i o  a descr ipt ion of increaserincoveredserv ices  beyond
l imi t a t ions  for a l l  group6 described inthisat tachmentandlot  any 
additional services provided t o  pregnant women only. 

+++ All services within the scopeof attachment 3.1-A axe provided, except 

NF and ICF-MR facility services, subject to the limitations
described in 

Attachment 3.1-A, including the prior authorization requirements as 

specified in page 13, 14, and 15. 


*Descriptionprovided on attachment, including t h e  prior authorization requirements 
as specified on pages 13, 14, and 15. 



Rhode Island
state/territory 

amount duration and scope 01 services provided 
medically GROUP(S): aged Blind, Disabled and AFDC Related 

b. services o f  christian science nuraw... 

/a provided: &T & limitations ,/xI3: with limitations 
Description provided on attachment, 
Including prior authorization requirementsas specified in pages 13, 14 and 15 

tl 80. 3 2 - 3 =  
approval date MAY * 1992 effective kt. 

r)T,/!21/92
supercedes
TY m. 87-04 

hcfa ID: 10421~001W 



Revision: hcfa-region 1 
SEPTEMBER 1990 

attachment 3.1-B 
Page 8a 

24. Pediatric or family nurse practitioners' services as defined% 

in Section 1905(a)(21) of the A c t  (added by Section 6405 cf 
OBRA'89): 

Provided no Limitations with Limitations* 

*Description provided on attachment. 


,. i tTN NO. 90-13 Approval Date .,-. EffectiveDate 7/1/90

Supersedes

TN-NO. NEW 



